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I hereby conlirm hat alldetails in this Form are True to the besl of my know,edge. Any fat* slalement will render my App'ication & ohgoing assislance' i' anv'

2) | solemnry aonfirm that assistance
liable for reiecliorvcancellation

, if,eceived lrom Koshika Foundatjon, will be used only for he 'purposG', as stated in this Form. for which such assistanc€
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wi* not auromaticary entitte me tor recervrni oi tnt'inuing tne said assi"ran"e. rtre iJision ioi iranting and/or continuing the assistance will resl solely

with the Trustees of Koshika Foundation, a;d thsir d€cis;n is this regard will be final and acceptabl€ to m€'
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(HosPital)
ture avail of flnancial assistance from snoth€r NGO or any other sol.lrce, for the same Patienvcase, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is gra nted by Koshika Foundation. lf the req uested assistance is not grante1)that we d

by Koshika Founda tion, in part or in full, then the HosP ital reserves it's right to make uP the shortfall from another NGO or

confi rmation ess€ntially statgs that the Hospitalwill not avail any duPticata assistan@ for the same Pati enl/case from anY
the Hospital on the

2)The assistance from Koshika Foundation is only financial in nature The choice oI tho reatmen Uproced ure advised/conducted bY

patient, is based on the arrangemont betwoen tho patient & the HosP ital, and is in no way inlluenced by Koshika Foundation. Henco . tho Hospital will

assume so ie & comPlete resPonsibilitY of tho tr€atment & it's outcomo & salety of the Pati6nt, and Koshika Foundation will have no role or responsibility
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